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CONDITIONSFOR PARTICIPATION

To be dligible to participate in the Medicaid program, an ambulance service must meet
certain standards of quality with respect to both vehicle, staff, and billing and reporting
requirements. These standards are identical to those in effect in the Medicare program.

There are two levels of ambulance service:

¢ Basiclife support and

¢ Advanced life support.

Basic life support means at least one member of the ambulance crew is certified at the basic
EMT level andistrained in:

¢ Patient assessment.
4 Recognition of signs and symptoms regarding illness and injury.
¢ The use of proper procedures when rendering basic emergency medical care.

Advanced life support means that at least one member of the ambulance crew is
additionally certified to provide emergency procedures. At a minimum these include
defibrillation or synchronized cardioversion. They may also include administration of
intravenous solutions, intubation, and administration of emergency drugs.

COVERAGE OF SERVICES

The following sections explain coverage limits related to:

General guidelines for ambulance transport}
Demonstrating medical necessity for emergency transportation|

¢
¢
¢ Demonstrating medical necessity for nonemergency transportation|
¢
¢

Exclusions and limitations of Medicaid coveraqe.l

[Transfer from one nursing facility to another|
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Ambulance Transport Guidelines

Medicaid will pay for ambulance transportation by an approved ambulance service to
ahospital or skilled nursing facility only when transportation by any other means
could endanger the patient’ s health.

In order to receive payment, the provider must document the medical necessity of this
transport on the claim or run report. It isthe responsibility of the ambulance supplier
to furnish complete and accurate documentation to demonstrate that the ambulance
service being furnished meets the medical necessity criteria.

Payment will be approved subject to the following conditions:
¢ The patient must be transported to the nearest hospital with appropriate facilities.

¢ The patient may be transported from one hospital to another only if thereisavalid
documented medical reason for transporting the patient to the second hospital (as
opposed to a patient’ s personal preference). Example: The patient requires
inpatient hospital servicesthat are not available at the first hospital.

¢ The patient may be transported from home or hospital to anursing facility. On
discharge from the hospital, payment will be made for ambulance service to the
nursing facility where the patient is aresident.

¢ The patient may be transported to the outpatient department of a hospital or to a
physician’s office for use of specialized services. The reason the patient cannot
travel independently must be documented.

¢ If more than one ambulance service s called to provide ground ambulance
transport, payment will be made to only one ambulance company. When a
paramedic from one ambulance service joins a ground ambulance company
already in transport, coverage is not available for services and supplies provided
by the paramedic.
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Medical Necessity for Emergency Transportation

Ambulance transport is indicated for emergency situations and when any other means
of transport would be contraindicated (meaning they will further endanger the
person’s condition significantly).

Medical necessity is presumed if the record adequately documents one or more of the
following:

¢

The patient isin an emergency situation, such as injury resulting from an accident,
or illness with acute symptoms. Examples include hemorrhaging, shock, chest
pain, neurologic dysfunction, and respiratory distress.

The patient requires restraints by a professionally trained ambulance attendant.

Y ou must describe why restraints are necessary. Examples include that the patient
isviolent, psychotic, convulsing, or may be harmful to self or others. A simple
diagnosis of senile, forgetful, Alzheimer’s, etc. would not qualify.

The patient exhibits a newly devel oped state of altered consciousness, such as
unconsciousness or unresponsiveness. Claims for patients whose usual statusis
that of diminished consciousness should include documentation of the medical
necessity of ambulance transport.

The patient requires oxygen during the transport. The administration of oxygen
itself does not satisfy the requirement that a patient needs oxygen. Documentation
should reflect the need, such as hypoxemia, syncope, dyspnea, heart attack, chest
pain, respiratory distress, pulmonary edema, carbon dioxide poisoning, shock,
arrhythmia, airway obstruction, and tachypnea.

Ambulance transport is not medically necessary if the only reason for the
ambulance service is to provide oxygen during transport, and the patient has a
portable oxygen system available.

Emergency measures or treatments are indicated. Examplesinclude drugs, 1V
fluids, cardiopulmonary resuscitation, cardiac monitoring, oxygen, respiratory
support, and control of life threatening hemorrhage.

The medical necessity for intravenous infusion would include the following:

» Emergency rehydration for hypotension or shock.
* Anintravenous access route for potential use of emergency drugs.
* Anintravenous access route for actual use of indicated drugs.
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Medical necessity for cardiac monitoring might include:

» Cardiac arrest.

» Cardiac rhythm disturbance

* Chest pain.

» Drug overdose with cardiotoxic drugs.

* Dyspneanot due to known lung disease.
» Electrica injury.

* Hypertensivecrisis.

e Pulmonary edema.

* Serious head injury.

» Severerespiratory distress.

e Shock.
o Stroke.
e Syncope.

* Unexplained coma or unconsciousness.

* Unexplained discomfort or pain in arms, neck, or jaw.

¢ Immobilization of the patient is necessary in order to prevent complications
because of afracture that has not been set. The presence of a possible compound
fracture, or the presence of severe pain, requiring immobilization or pain
medication, would usually indicate the need for ambulance transport.

Simple upper-extremity fractures or ankle injuries without apparent complications
generaly would not require an ambulance. If thereis suspicion of neurologic
injury and head or spine immobilization is needed, ambulance transport is
reasonable.

¢ A patient is transferred between institutions for necessary services not available at
the transferring institution, and the patient meets any of the criterialisted above.
Examples are patients with cardiac disease requiring cardiac catheterization or
coronary bypass not available at the transferring institution, or patients requiring
emergency admission for whom a bed is unavailable at the transferring institution.
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M edical Necessity for Non-Emergency Transportation

Ambulance transport is indicated for non-emergency situations in which bed
confinement is necessary before and after the ambulance trip, and a one way or round
trip isfor medically necessary reasons. Theterm “stretcher” isvalid only if used to
describe the movement of a bed-confined patient to an ambulance, and thereforeis
not areason for transporting a patient by ambulance.

For Medicaid purposes, “bed-confined” means that a patient cannot ambulate in any
way on the patient’ s own volition, both before and after the ambulance trip. It does
not include a patient who is restricted to bed rest on physician’ s instructions due to
short-term illness.

Other reasons to alow transport are as follows:

¢ Thereisarisk of physical injury to self or others; the patient needs restraint or
needs other trained attendant.

¢ The patient requires ongoing intravenous medicine or fluids (and a heparin/saline
lock is contraindicated).

¢ The patient requires oxygen and does not have a portable system.

Isolation is required for contagious life threatening disease, such as uncontrolled
bleeding in an HIV- or hepatitis-positive patient.

Round-trip ambulance serviceis covered for a hospital or participating skilled nursing
facility inpatient to the nearest hospital or nonhospital treatment facility to obtain
necessary diagnostic or therapeutic services not available at the institution where the
person is an inpatient.

The round trip ambulance service benefit is subject to all existing coverage
requirements and is limited to cases where the transportation of the patient is less
costly than bringing the service to the patient.
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Exclusionsand Limitations on Coverage

Payment will not be approved for the following:

¢

¢

A routine trip to return the patient home, when the patient had been transported to
the hospital.

An ambulance trip to afuneral home.

Transfer from a hospital that has appropriate facilities and staff for treatment to
another hospital. Examples include transfers to accommodate patient or family
preference to receive care by a personal physician or in a particular facility.

Transportation from one private home to another.

Transportation of a patient from home or anursing facility to a hospital outpatient
department, unlessit is established that there was an emergency or the trip was
otherwise medically necessary.

Transportation of a patient from home or anursing facility to a hospital outpatient
department for treatment that could have been performed elsewhere (such as the
patient’s home or nursing home).

Transportation of a patient from home or a nursing facility to a physician’s office
or afreestanding or hospital-based clinic and back for routine medical care.

Transportation of a patient to University Hospitals at lowa City, unlessitis
established that the University Hospitals is the nearest hospital with facilities
necessary to the care of the patient.

Transportation of an ambulatory patient.

Transportation to receive services of a specific physician, unless medical necessity
is established.

Transportation of, but not transfer of, an inpatient to another hospital or provider.
If it is necessary to transport (but not transfer) the patient to another hospital or
provider for treatment, with the patient remaining an inpatient at the originating
hospital after that treatment, the originating hospital shall bear all costsincurred
by that patient for:

» Themedical treatment furnished to the patient by the other provider, and
» The ambulance transportation between the originating hospital and the other
provider.
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Hospital-based ambulances transporting a patient admitted to their hospital cannot bill
separately for ambulance services. These are part of the hospital’ s inpatient claim.

Air ambulance serviceis covered only when:

¢ The point of pick-up isinaccessible by land vehicle.

¢ Transportation by land ambulance is contraindicated, such as cases where great
distances or other obstacles are involved in getting the patient to the nearest
hospital with appropriate facilities and speedy admission is essential.

All other conditions for coverage must also be met.

Transfer From One Nursing Facility to Another

It may be necessary to transfer a patient from one nursing facility to another or from a
nursing facility to acustodial facility because:

¢ Thefacility isclosing.

4 The person no longer requires nursing care.

The county Department of Human Services office will authorize the transfer. The
requirements for medical necessity and distance do not apply. The fiscal agent will
approve payment without a determination of medical necessity.

Submit the regular claim form with the county office authorization attached to the
Medicaid fiscal agent. Do not submit the claim to Medicare, even if the patient isa
Medicare beneficiary.

When such atransfer is made, the following rate schedule applies:

One patient Normal allowances

Two patients 3/4 normal allowance per patient
Three patients  2/3 normal allowance per patient
Four patients 5/8 normal allowance per patient
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CODING AND PROCEDURE INSTRUCTIONS

The basis of payment is afee schedule. Note: Providers must agree to accept the payment
made by the Medicaid program as payment in full and make no additional chargesto the
recipient or others. For example, in cases where Medicaid pays only for aground
ambulance rate as opposed to the air ambulance rate, the patient cannot be billed for the
remainder of this amount.

Payment will not be made on any claim where the amount of time that has elapsed between
the date of service was rendered and the date the fiscal agent receives the initial clam
exceeds 365 days. The fiscal agent must receive aprovider’s request for an adjustment to a
paid clam within one year from the date of the claim was paid in order to consider the
adjustment. (See(Chapter F for claim instructions))

The Health Care Financing Administration Common Procedure Coding System (HCPCS)
includes specially designed codes and modifiers for reporting medical services and
procedures that are copyrighted by the American Medical Association. lowaMedicaid
recognizes the following HCPC Level Il codes and modifiers. Use these codesin billing
for ambulance transportation:

Procedure

Code Service Description

A0225 Ambulance service, base rate, neonatal transport *

A0382 Basic life support routine disposable supplies

A0398 Advanced life support routine disposable supplies

A0420 Waiting time, one-half hour increments

A0422 Oxygen

A0424 Extra ambulance attendant (specify reason)

A0425 Ground mileage, per statute mile

A0426 Ambulance service, advanced life support, nonemergency transport, base
rate *

A0427 Ambulance service, advanced life support, emergency transport, base rate *

A0428 Ambulance service, basic life support, nonemergency transport, base rate *

A0429 Ambulance service, basic life support, emergency transport, base rate *
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A0430

A0431

A0435
A0436

Ambulance service, conventional fixed-wing air services, transport one way,
base rate *

Ambulance service, conventional rotary-wing air services, transport one
way, base rate *

Fixed-wing air mileage, per statute mile
Rotary-wing air mileage, per statute mile

* All ambulance base rate codes require an additional two-letter modifier code. Usethe
first letter to identify the location of the pick-up and the second letter to identify the
destination. Valid codes are as follows:

Modifier
D

— I O m

X n W TUVWZ o

Description

Diagnostic or therapeutic site other than “P’ or “H” when these codes are
used as origin codes

Residential, domiciliary, or custodial facility

Hospital-based diaysis facility

Hospital

Site of transfer between types of ambulance vehicles (e.g., airport or
helicopter pad)

Non-hospital-based dialysis facility

Skilled nursing facility (SNF)

Physician’s office (includes HM O non-hospital facility, clinics, etc.)
Residence

Scene of accident or acute event

(Destination code only) intermediate stop at physician’s office on the way to
the hospital (includes HMO non-hospital facility, clinic, etc.)

Example: An air ambulance transports a person from the scene of an accident to the
hospital. The procedure code on the claim form is A0430 SH.
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. INSTRUCTIONSAND CLAIM FORM

Electronic ambulance billing is available for the following diagnosis codes:

994.7
427.5
780.01
718.49
293.0
994.1
977.9
994.0
994.8
991.6
989.9
799.1
785.50
987.9
436

L 2R 2K 2K 2K 2K 2R 2R 2B 2B R R R R R 2

Asphyxiation and strangulation: suffocation

Cardiac arrest

Coma

Contracture of joints of multiple sites

Delirium, acute

Drowning and nonfatal submersion

Drug overdose, unspecified drug or medicina substance
Effects of lightning

Electrocution and nonfatal effects of electric current
Hypothermia

Toxic effect, unspecified substance, chiefly non-medicinal as to source
Respiratory arrest

Shock, unspecified

Toxic effect, unspecified gas, fumes, or vapor

Stroke

For electronic media claim (EMC) submitters, refer also to your EMC specifications for
claim completion instructions.

A. Instructionsfor Completing the Claim Form

The table below contains information that will aid in the completion of the
HCFA-1500 claim form. The table follows the form by field number and name,
giving abrief description of the information to be entered, and whether providing
information in that field is required, optional or conditional of the individual
recipient’s situation.

A star (*) in theinstructions area of the table indicates a new item or changein policy
for lowa Medicaid providers.
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FIELD FIELD NAME/
NUMBER | DESCRIPTION INSTRUCTIONS
1 CHECK ONE OPTIONAL — Check the applicable program block.
la INSURED’SID REQUIRED — Enter the recipient’s Medicaid ID number
NUMBER found on the Medical Assistance Eligibility Card. It
should consist of seven digits followed by aletter, i.e.,
1234567A.
2. PATIENT'SNAME | REQUIRED — Enter the last name, first name and middle
initial of therecipient. Use the Medical Assistance
Eligibility Card for verification.
3. PATIENT’'S OPTIONAL — Enter the patient’ s birth month, day, year and
BIRTHDATE sex. Completing thisfield may expedite processing of
your claim.
4, INSURED'’S CONDITIONAL* —If the recipient is covered under some-
NAME one else' sinsurance, enter the name of the person under
which the insurance exists. This could be insurance
covering the recipient as aresult of awork or auto related
accident.
Note: This section of the form is separated by a border, so
that information on this other insurance follows directly
below, even though the numbering does not.
5. PATIENT’'S OPTIONAL — Enter the address and phone number of the
ADDRESS patient, if available.
6. PATIENT CONDITIONAL* —If the recipient is covered under another
RELATIONSHIP person’ sinsurance, mark the appropriate box to indicate
TO INSURED relation.
7. INSURED'’S CONDITIONAL* — Enter the address and phone number of
ADDRESS the insured person indicated in field number 4.
8. PATIENT STATUS | OPTIONAL — Check boxes corresponding to the patient’s
current marital and occupational status.
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9a-d. OTHER CONDITIONAL* — If the recipient carries other insurance,
INSURED'’S enter the name under which that insurance exists, as well
NAME asthe policy or group number, the employer or school
name under which coverage is offered and the name of the
plan or program.
10. ISPATIENT’S CONDITIONAL* — Check the appropriate box to indicate
CONDITION whether or not treatment billed on thisclaimisfor a
RELATED TO condition that is somehow work or accident related. If the
patient’s condition is related to employment or an accident,
and other insurance has denied payment, complete 11d,
marking the “YES’ and “NO” boxes.
10d. RESERVED FOR OPTIONAL — No entry required.
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1la-c. INSURED'’S CONDITIONAL* —Thisfield continues with information
POLICY GROUP related to field 4. If the recipient is covered under
OR FECA NUMBER | someone else' sinsurance, enter the policy number and
AND OTHER other requested information as known.
INFORMATION
11d. ISTHERE CONDITIONAL — If payment has been received from
ANOTHER another insurance, or the medical resource codes on the
HEALTH eligibility card indicate other insurance exists, check
BENEFIT “YES’ and enter payment amount in field 29.
PLAN?
If you have received adenial of payment from another
insurance, check both “YES” and “NQO” to indicate that
there is other insurance, but that the benefits were denied.
Note: Auditing will be performed on arandom basisto
ensure correct billing.
12. PATIENT'SOR OPTIONAL — No entry required.
AUTHORIZED
PERSON’S
SIGNATURE
13. INSURED OR OPTIONAL — No entry required.
AUTHORIZED
PERSON’S
SIGNATURE
14. DATE OF CONDITIONAL* — Chiropractors must enter the date of the
CURRENT ILL- onset of treatment as month, day and year. All others—no
NESS, INJURY, entry required.
PREGNANCY
15. IF THE PATIENT CONDITIONAL — Chiropractors must enter the current
HASHAD SAME x-ray date as month, day and year. All others— no entry
OR SIMILAR required.
ILLNESS...
16. DATES PATIENT OPTIONAL — No entry required.
UNABLETO
WORK....
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17. NAME OF CONDITIONAL — Required if the referring physician does
REFERRING not have a Medicaid number.
PHYSICIAN OR
OTHER SOURCE
17a ID NUMBER OF CONDITIONAL* —
REFERRING
PHYSICIAN If the patient is a MediPASS recipient and the MediPASS
physician authorized service, enter the seven-digit
Medi PA SS authorization number.
If thisclaimisfor consultation, independent lab or DME,
enter the lowa Medicaid number of the referring or
prescribing physician.
If the patient is on lock-in and the lock-in physician
authorized service, enter the seven-digit authorization
number.
18. HOSPITALI- OPTIONAL — No entry required.
ZATION DATES
RELATED TO...
19. RESERVED FOR REQUIRED — If the patient is pregnant, write“Y —
LOCAL USE Pregnant.”
20. OUTSIDE LAB OPTIONAL — No entry required.
21. DIAGNOSISOR REQUIRED — Indicate the applicable ICD-9-CM diagnosis
NATURE OF codesin order of importance (1-primary; 2-secondary;
ILLNESS 3-tertiary; and 4-quaternary) to a maximum of four
diagnoses.
22. MEDICAID OPTIONAL — No entry required.
RESUBMISSION
CODE...
23. PRIOR CONDITIONAL* — Enter the prior authorization number
AUTHORIZATION | issued by Consultec.
NUMBER
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24. A DATE(S) OF REQUIRED — Enter month, day and year under both the
SERVICE From and To categories for each procedure, service or
supply. If the From-To dates span more than one calendar
month, represent each month on a separate line. Because
eligibility is approved on a month-by-month basis,
spanning or overlapping billing months could cause the
entire claim to be denied.
24.B PLACE OF REQUIRED — Using the chart below, enter the number
SERVICE corresponding to the place service was provided. Do not

use alphabetic characters.

11
12
21
22
23
24
25
26
31
32
33
34
41
42
51
52
53
54
55
56
61
62
65
71
72
81
99

Office

Home

Inpatient Hospital

Outpatient Hospital

Emergency Room — Hospital

Ambulatory Surgical Center

Birthing Center

Military Treatment Facility

Skilled Nursing

Nursing Facility

Custodial Care Facility

Hospice

Ambulance —land

Ambulance — air or water

Inpatient Psychiatric Facility

Psychiatric Facility — partial hospitalization
Community Mental Health Center

Intermediate Care Facility/Mentally Retarded
Residential Substance Abuse Treatment Facility
Psychiatric Residential Treatment Center
Comprehensive Inpatient Rehabilitation Facility
Comprehensive Outpatient Rehabilitation Facility
End-stage Renal Disease Treatment

State or Local Public Health Clinic

Rural Health Clinic

Independent Laboratory

Other Unlisted Facility
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24.C TYPE OF SERVICE | OPTIONAL —No entry required.
24.D PROCEDURES, REQUIRED — Enter the appropriate five-digit procedure
SERVICESOR code and any necessary modifier for each of the dates of
SUPPLIES service. DO NOT list services for which no fees were
charged.

24. E DIAGNOSISCODE | REQUIRED — Indicate the corresponding diagnosis code
from field 21 by entering the number of its position, i.e., 3.
DO NOT write the actual diagnosis codein thisfield.
Doing so will cause the claimto deny. Thereisa
maximum of four diagnosis codes per claim.

24.F $ CHARGES REQUIRED — Enter the usual and customary charge for
each line item.

24. G DAYSORUNITS REQUIRED — Enter the number of times this procedure was
performed or number of supply items dispensed. If the
procedure code specifies the number of units, then enter
“1.” When billing general anesthesia, the units of service
must reflect the total minutes of general anesthesia.

24.H EPSDT/FAMILY OPTIONAL* — Enter an “F” if the services on this claim

PLANNING line are for family planning. Enter an “E” if the services
on thisclaim line are the result of an EPSDT Care for Kids
screening.

24. 1 EMG OPTIONAL — No entry required.

24.J COB OPTIONAL — No entry required.

24. K RESERVED FOR CONDITIONAL* — Enter the treating provider’ s individual

LOCAL USE seven-digit lowa Medicaid provider number when the
provider number givenin field 33 isthat of a group and/or
is not that of the treating provider.
25. FEDERAL TAX OPTIONAL — No entry required.
ID NUMBER

26. PATIENT’'S OPTIONAL — Enter the account number assigned to the
ACCOUNT patient by the provider of service. Thisfieldislimited to
NUMBER 10 alpha/numeric characters.
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27. ACCEPT OPTIONAL — No entry required.
ASSIGNMENT?
28. TOTAL CLAIM REQUIRED — Enter the total of the lineitem charges. If
CHARGE more than one claim form is used to bill services
performed, each claim form must be separately totaled. Do
not carry over any charges to another claim form.

29. AMOUNT PAID CONDITIONAL* — Enter only the amount paid by other
insurance. Recipient co-payments, Medicare payments or
previous Medicaid payments are not listed on this claim.

30. BALANCE DUE REQUIRED* — Enter the amount of total charges lessthe
amount entered in field 29.

31. SIGNATURE OF REQUIRED — The signature of either the physician or

PHYSICIAN OR authorized representative and the original filing date must

SUPPLIER be entered. If the signature is computer-generated block
letters, the signature must be initialed. A signature stamp
may be used.

32. NAME AND CONDITIONAL — If other than a home or office, enter the

ADDRESS OF name and address of the facility where the service(s) were

FACILITY... rendered.

33. PHYSICIAN'S, REQUIRED* — Enter the complete name and address of the

SUPPLIER’'S billing physician or service supplier.

BILLING NAME...

GRP# REQUIRED — Enter the seven-digit lowa Medicaid number
of the billing provider.
If this number identifies agroup or an individual provider
other than the provider of service, the treating provider’s
lowa Medicaid number must be entered in field 24K for
each line.

BACK OF | NOTE REQUIRED — The back of the claim form must be intact on

FORM every claim form submitted.
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B. Facsimileof Claim Form, HCFA-1500 (front and back)

(See the following pages.)
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HOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplate or mislesding in‘hmm m
be guilty of a criminal act punishable under lw and may be subject to civil penalties.

AEFERS TO GOVERMMENT PROGRAMS ONLY

MEDHCARE AND CHAMPLS PAYMENTS: A pafient's signature requests thal payment be made and aulhonzes reease of any information nocossary i

heer clanim and cerilies that ihe mlormaton provided in Blocks 1 through 12 is bue, accurase and complede. In the case of & claim, the paten|'s signahire
authonizes eny entily (o release 1o Medicare medcal and nonmedcal indormalion, mcluting employrment staius, and whaethar the person has employar group haakh
msurance, iability, no-faull, worker's compensabon of obfer insurance which i responsible 1o pay for the servsces for which the Medicare claim is made, See 42
CFR 411.244a). I itern 9 = completed. the patan’s sgnature autharizes redease ol the inlormation to the health plan or agency shown. In Madicare assignad or
CHAMPLUS paricipation casss_the physician sgrees 10 accepl the charpe datsrminaton of the Madicare carrier or CHAM fiscal mbermediary as the full chargs,
ar the patien is responsible only for the deductible, coinswance and noncovered services, Coinsurance and the deductible are based upon tho charpe
determinaton ol fe Medicars cartier or CHARMPLE liscal infermedany il this & less than the charge submitted. CHAMPUS is not & health insuwrance wim bt
miakes payment for haatth benelits provided I:hﬂ:-ugh carfen atiliatans with ihe Unfdormad Senvices. Infarmation on the palient's sponsar shoukd ba inihose
ilems caplioned inCinsured™; i, 2ams 1a, 4, 6, 7, §. and 11,

BLACK LUNG AND FECA CLAIMS
The providar agrees o accopl the amount pacd by the Govenment as paymant in full. Sae Black Lung and FECA nstructions regarding reguired proceduna and
dhagnasis coding systems.

SIGHATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLACK LUMG)

| certity thel e serdices shown on ths lorm wena medcally indicaled gnd neﬂeu.ﬂfr Nf thee Frzealth af the gaalient ond wane personally furnished by me orware lumished
inciciand 10 rnar prafessional senica by my employes under my emmadiats supanvision, except as oihensise espressly permilied by Medicare or CHAMPUS
reguiatians
Fior sericas jo e %ﬁéﬂm hmrwmam':wf;:uwnlﬂﬂm 1) they must by rﬂﬂdﬂf;;l::;laf mbp:gamm*a Imnm.aﬁpaumiﬂ

en;pbwe aninbegral, athough incide a ooversd phySician s serice st kands commonty nﬂudnr:hyﬂn'!

the services of nonphysicians must be included on the physacian’s bills,

FEEHMF'UE claims, | urther certdy that | {or any employes) who rendered services am not an active duty member of the Unilormed Services or a civilian omployes
of Ihe United Stabes Government or a confrsc] smployes o the Linged States Goverrenand, aither civikan or milifany (raber 1o 5 WSC 5536). For Black-Lung claims,
| Furttfier cenily thal the senncas parlormed wene for a Black Lung-related disorder

Ko Pan 8 Medicare benedils may e paid undess thes lomm is received as reguined by exsting law and megulations (42 GFR 424 35

ROTICE: Any one who misrepresents or falsilies asserdial information 1o recesve paymen from Federal funds requassed by this foem may upen conviction be subjes
10 fing and imprisonmean under apphcable Fedaral Bws,

MOTICE TO PATIENT ABCUT THE COLLECTION &AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INEORMATION
PRIVACY ACT STATEMENT)
Wi afe authorzed by HEGFA, CHAMPUS and OWER o ask you lor infermation nesded in the adminisirstion of the Mesican:, CHAMPLIS, FECA, and Black Lu
pragrams. Authority b collect mformaton is in seclion 205(a), 1862, 1872 and 1874 of the Social Securily Act as amended, 42 CFA 411.244a) and 424 S(a) (6], a
44 USC 30141 CFR 107 ol seq and 10 USC 1076 and 1086; 5 USC 810 el seq: and 30 LUSE 901 o saq; 368 USC 613; E.O. 83497,

The sarmagon wo ablain i complote claims under these programs is used fo densiy you and io datarmina your eligibiliy. 1 iz also used 1@ deade # the services
and supplies yau received e covered by these programs and bo insun thal proper payment is mada

Thi inlormatan ifay also be green (o ofher providers ol services, carmars, inlermadianes, medcal review boards, health plans, and other arganizalions or Federal
agancad. far ihe efletlive adminstralion of Federal provisions that reguine ofhes third parties payens i pay pnmary io Faderal program. and as otheraise necsssary
o adrminisier ihesa programs, For ecample, i meay be ecessary o disclose mbormalion about the benalits you bave usedioa haspial or doctor, Additonal disclosures
e mass tough roubng wses lor indgemalion contairsd in Sysiems ol recoids

FOR MEDMCARE CLAIMS: Sea the notce modilying sysiem Mo, 08-70-0501, filed. ‘Carmiér Medears Clams Record,’ published in the Fedaral Rogister, Yol 55
Mo 177, pape 37549, Wed. Sept. 12 1990, or &5 updaied and republished

FOR OWCP CLAIMS: Depariment of Labor, Privacy Act o 1974, “Rapublication ol Matice of Sysiems of Records,” Fegaral Fegister Vol 55 Mo, 40, Wad Feb 28,
1950, Ser ESAS ESA-G, ESA-12, ESA-13, ESA-30 o as updated and republished

FOR CHAMPUS CLAIMS: PRINCIPLE PURPOSENS): To avaluate eligisility for medcal cam provded by chian souces and 1o igsue payment upon estabishman
of eligibility and deferminabon that the servicessupplios recaived ama autharized by les

BOUTINE USEISE Inlonmatan rem claims and redated documents may be gevan o the Dept. of Vaterans Alfairs, the Depl. of Haalth and Human Services andiar
hsa DEEIH ol Tfﬂﬁiﬂ:lﬂﬂ'lm consiElent with e Sraalory @drmirusirative T&ﬁmli‘li&ﬂ undar CHAMPUS/CHAMPWYA; bo she Dopd. of Justos fov representatan of
ihar Spcratary of Datanse n ceed actons; oihs intgrnal Aevenue Sarvice, private collechon Bgencias, Bnd Consumer reponing agencies inconneslinn with recoupment
chaims: and 1o Congressional Oifices in responsa I inguines made al the regques) of the person 1o whom a record partains ropriate disclosures may be made
o othar tesaral. state. local, lomeipn govemment agencies, privale business anlilies, and mdividual provdens al care, aon matters refating fo entglemant, clasms
adurdicasion, fraud, program abusa, ublizaton ravies, quality assurance, peer reviaw, program msagriy, thed-pary kabilty, coordination of banalfits, and civil and
cximinal ingaticn related b ke operalion of CHAMPLUS

QESCLOSURES: Voluniary, howeves failune o provids infsrmation will sesul in deday in payment ar may resull mn deniad ol clam. Wish tho one axceplion discussed
befow, there ara no panaios under thase pragrams lor elusing 1o supply mlarmation. Howsavar, failuns 1o lurmien inlormasan regard:n:: 1hix mredical servioes rendered
of the amouni charped would presant gayment of cliims ender these programs. Faileme 1o furrish any other farmation, such as name or claim number, would dislay
paymanl al the "|-E-l|'|'| Fadure fo provide medical infgrmalion undar FECA could be deamed an abeiruction

I 15 mancaiory thal you tall us il Voo B That anoihar paety 1= responaibes 1o payag 1o Yo Ireabmsanl. Seclicd 11268 of tha Social Er!d.'.l.ﬂl'r' Act and 31 UISC 2801
3812 provide panaltas for withholding thes indommaltion

fou should be aware thas P L. 100-503, the “Computer Maiching and Privacy Protection Actof 1986 parmiis the goyemenearn o virily inforrmation by wiry ol compuser
maiches

MEDICAID PAYMENTS [FROVIDER CERTIFICATION]
| hisrahy agroe io keep Such moonds as are nocessany 1o dsclose fully the sxient of sereices provided fo individuals undar the State’s Tiake X0 plan and to lurmish
intormation regarding any paymenls claimed lof providing Such sermoes a5 he Stale Agency or Degt. ol Health and Humans Senicas may request

Huriher agree 1o accept, a8 paymient i full, the smaund paad By the Medcaid program for those clisms submitted for payment unoar ihat program, sath the excaphon
ol authorzed deduchble, cainsuwrance, co-payment of semilar cost-shanng charge

SIGHATURE OF PHYSICIAN (OR SUPPLIER): | canily thid the services izted aboee werne medically indicated and necessary 1o the health of ihis patient and ware
parsonally furresned by me of my empoyes yndes my parsonal dirgctan.

MOTICGE . This is o catiy (hal e laregeing miormatian is rue, accurals and complets. | understand thas payrsnt ard satistacian of s claim wil be from Fedaral and Seaie
funas, and that any fase clams, SEAements, iF COoumants, ar concaalimsnt Gl § malerial 1ac], may b prossculed wnde aophieable Federal ar Shass laws

Fublic reporting burden lor this coleclion of information is eslimated 1o average 15 mingies par esponse ., including ime 1o eSSV IRStuChons. SaEmching existing
dale spurces. gallwmnng and imaintaining duta nissced, and compieling and revirang e colechon of inlcemation. Send comments regqanding this bunden aslimabs of
iy e aspedc of this collection of inlormstan, mchadmg suggeshions (o reducng the buden, 10 BCFA, Ofice ol Fnancial Manageman!, PO Bos 2656594, Bafsmon,
ML 1307 and o iha Cilice of Management and Budpel, Papensars Reduction Propct (OMB-0938-0008), Washingion. D.C, 20503
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[I. REMITTANCE ADVICE AND FIELD DESCRIPTIONS

A.

Remittance Advice Explanation

To simplify your accounts receivable reconciliation and posting functions, you will
receive a comprehensive Remittance Advice with each Medicaid payment. The
Remittance Advice is also available on magnetic computer tape for automated account
receivable posting.

The Remittance Advice is separated into categories indicating the status of those
clamslisted below. Categories of the Remittance Advice include paid, denied and
suspended claims. PAID indicates all processed claims, credits and adjustments for
which there isfull or partial reimbursement. DENIED represents all processed claims
for which no reimbursement is made. SUSPENDED reflects claims which are
currently in process pending resolution of one or more issues (recipient eligibility
determination, reduction of charges, third party benefit determination, etc.).

Suspended claims may or may not print depending on which option was specified on
the Medicaid Provider Application at the time of enrollment. Y ou chose one of the
following:

¢ Print suspended claims only once.
¢ Print al suspended claims until paid or denied.
¢ Do not print suspended claims.

Note that claim credits or recoupments (reversed) appear as regular claims with the
exception that the transaction control number containsa“1” in the twelfth position
and reimbursement appears as a negative amount. An adjustment to a previously paid
claim produces two transactions on the Remittance Advice. Thefirst appearsasa
credit to negate the claim; the second is the replacement or adjusted claim, containing
a“2” in the twelfth position of the transaction control number.
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If the total of the credit amounts exceeds that of reimbursement made, the resulting

difference (amount of credit — the amount of reimbursement) is carried forward and
no check isissued. Subsequent reimbursement will be applied to the credit balance,
aswell, until the credit balance is exhausted.

An example of the Remittance Advice and a detailed field-by-field description of each
informational linefollows. It isimportant to study these examples to gain athorough
understanding of each element as each Remittance Advice contains important
information about claims and expected reimbursement.

Regardless of one’' s understanding of the Remittance Advice, it is sometimes
necessary to contact the fiscal agent with questions. When doing so, keep the
Remittance Advice handy and refer to the transaction control number of the particular
clam. Thiswill result in timely, accurate information about the claim in question.

Facsimile of Remittance Advice and Detailed Field Descriptions

(See the following pages.)



HLODICAID MANAGEMENT IMFORMAT IDN SY¥STEH
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RUH [

ATE O&M127%7
t ) (Ei} REMITTANCE anv | IGE (:;:} .f;ﬁﬂ
o
T R.A, NO,: DODOODG @nu[ PAID: ©5/19/97 PROVIDER NUMBER: [P  FAGE: 1
ssam PATIENT WAME *#%% RECIP ID / TRANS-CONTROL-HUMBRER / BILLED OTHER PAID BY COP &Y HED RHCD MUM
LAST FIRET MI LINE SYC-DATE PROC/HODS UNITS AHT. EQURCES HGAND AMT, PERF, FROV, 5 EOR FOR
. JGLAIH TYPE: HOFA 1500 "@I CLAIM BTATUS: PAID
l-__.-—-\.
AAIGINAL CLAIMS: @ 8. Iﬁ-.\'|
— @ l@ O (\a) o3 N
— ) M 4-96311-00-053-0038-00 ~ 18,00 0,00 16.06 ~— 0,00 B60600608R 900 000
\ £
2 m. | . o
Q'" ﬂ?"mn Cﬁmz @0 )y @u.nn (22 )0.00 @m.us a, u,nnf;%;l._ aon o1
AR ll 96148~-00~-018-0060=00 50,00 0.00 15,26 0.00 BAOS0OSOBE 000 o0
g; Hﬂg::gg &“?Eg ! 1,00 0.00 3;.15 0.00 W VF oDon 0ol
P o ¥ 9.00 0,00 .08 0.00 “JF ooo oo
© u—
REMITTANGE T OT AL S
FAID ORIGIMAL CLAIMS: HUMBER ©F CLAIHS 2 mmmemm——— B, 00 51,32
FalD ADJUSTHENT CLAIMS: NUMBER OF CLAIMS 0 =mmmmm——— 0.00 0.00
DEHIED DRIGINAL CLAIHS: HUMBER OF CLAIMS 0 =-===c==- 0,00 0,00
DENIED ADJUSTMENT CLAIMS: HUMBER OF CLAIHS  ==m=cs=== 0,00 0,00
PEKDED CLAIMS |[IN PROCEES): HUHZER OF CLAIMS 0 ==csssve o.o0 0.00
AMDUNT OF CHECKY = =seccscsssesssssscaccccsscsssoc== T e 51.32

-—=-— THE FOLLOWIKG 1S A DESCRIPTION OF THE EMPLANATION OF BEHEFIT (EOB] CODES THAT APPEAR ABOVE:

(:@ 500 THE CLAIM 15 IN SUSPENSE, DO HOT RESUBHIT THE CLAIM,
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C. Remittance Advice Field Descriptions

1. Billing provider’ s name as specified on the Medicaid Provider Enrollment
Application.

2. Remittance Advice number.

3. Dateclam paid.

4. Billing provider's Medicaid (Title X1X) number.
5. Remittance Advice page number.

6. Typeof claim used to bill Medicaid.

7.  Status of following claims:

¢ Paid — claimsfor which reimbursement is being made.

¢ Denied — claims for which no reimbursement is being made.

¢ Suspended —claimsin process. These claims have not yet been paid or
denied.

8. Recipient’slast and first name.
9. Recipient’'sMedicaid (Title X1X) number.

10. Transaction control number assigned to each claim by the fiscal agent. Please
use this number when making claim inquiries.

11. Total charges submitted by provider.

12.  Total amount applied to this claim from other resources, i.e., other insurance or
spenddown.

13. Total amount of Medicaid reimbursement as allowed for this claim.
14. Total amount of recipient copayment deducted from this claim.

15. Medical record number as assigned by provider; 10 characters are printable.
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16. Explanation of benefits code for informational purposes or to explain why a

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

claim denied. Refer to the end of Remittance Advice for explanation of the EOB
code.

Line item number.

Thefirst date of service for the billed procedure.
The procedure code for the rendered service.
The number of units of rendered service.
Charge submitted by provider for line item.

Amount applied to this line item from other resources, i.e., other insurance,
spenddown.

Amount of Medicaid reimbursement as allowed for thislineitem.
Amount of recipient copayment deducted for thisline item.
Treating provider’s Medicaid (Title X1X) number.

Allowed charge source code:

Billed charge

Fee schedule

Manually priced

Provider charge rate

Group therapy

EPSDT total screen over 17 years
EPSDT total under 18 years
EPSDT partia over 17 years
EPSDT partial under 18 years
Gynecology fee

Obstetrics fee

Child fee

S<CHWTOTVZZT®
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27. Remittancetotals (found at the end of the Remittance Advice):

¢ Number of paid original claims, the amount billed by the provider and the
amount allowed and reimbursed by Medicaid.

4 Number of paid adjusted claims, amount billed by provider and amount
allowed and reimbursed by Medicaid.

Number of denied original claims and amount billed by provider.
Number of denied adjusted claims and amount billed by provider.

Number of pended claims (in process) and amount billed by provider.

® & o o

Amount of check.

28. Description of individual explanation of benefits codes. The EOB code |eads,
followed by important information and advice.

FACSIMILE OF MEDICAID CLAIM DENIAL NOTICE,
FORM 470-0385

The Medicaid Claim Denial Notice, form 470-0385, informs the recipient or a
representative of the recipient when claims for ambulance services are denied for reasons
other than problems with claim completion. A facsimileis provided for your information,
since the recipient may contact you with questions concerning this notice.

(See page 19.)
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| OMA DEPARTMENT COF HUVAN SERVI CES
HOOVER STATE OFFI CE BUI LDI NG
DES MO NES, | OM 50319-0114
VEDI CAI D CLAI M DENI AL NOTI CE

THIS IS NOT A BILL
MM DD YY DENI AL NOTI CE NO.: YYDDD- 999999

DEAR

THE MEDI CAI D CLAI M5 LI STED BELOW FOR : :
WERE DENI ED FOR PAYMENT UNDER THE | OMA MEDI CAl D PROGRAM

PROVIDER NUMBER: _
PROVI DER NAME

TCN:  YYDD- 999- 9999999- 99

DATE OF SERVICE : MV DD YY
SERVI CE PROVI DED
AMOUNT BI LLED :$99, 999.99

REASON FOR DEN AL :

MANUAL REFERENCE: EMPLOYEES MANUAL, TITLE 8, APPENDI X,
AGENCY, CHAPTER E, COVERAGE OF SERVI CE.

SI NCE THESE SERVI CES WERE NOT PAYABLE BY THE MEDI CAl D PROGRAM YOU NAY
BE ASKED TO PAY FOR THEM

YOUR RI GHTS OF APPEAL ARE EXPLAI NED ON THE BACK OF THI S NOTI CE.

SI NCERELY,
| OV A MEDI CAI D PROGRAM

470-0385 (Rev. 5/98)
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RIGHT OF APPEAL

If you do not agree with the action taken to deny Medicaid payment for the claim submitted, you have the right to
appeal. Your appeal rights and procedures for hearing are explained in the 441 lowa Administrative Code,
Chapter 7, and 481 lowa Administrative Code, Chapter 10.

How to Appeal. You must appeal inwriting. Y ou may use the Department of Human Services' appeal form or
you may simply send a letter asking to appeal. Attach acopy of this notice to your appeal. Send or take the
appeal to the following address:

Appeals Section

lowa Department of Human Services
Hoover State Office Building, Fifth Floor
Des Moines, lowa 50319-0114

Y our county Department of Human Services office will assist you in filing an appeal if you ask them. Thereis
no fee or charge for an appeal. (See Time Limits below.)

TimeLimits. You must appeal within 30 calendar days or before the effective date of this notice, whichever is
longer, to be assured of ahearing. When the appeal isfiled late (that is, more than 30 calendar days, but, less
than 90 calendar days after the date of this notice) the Director of the Department of Human Services must
approve whether a hearing shall be granted, based on a good cause for late filing. Any discussion between you
and the Department does not extend these time periods. No hearing shall be granted if the appeal isfiled more
than 90 days from the date of this notice.

Granting aHearing. The Department of Human Services will determine whether or not an appea may be
granted hearing. If ahearingis granted, you will be notified of the time and place. However, a hearing need not
be granted if the appeal is not eligible to be heard. If no hearing is granted, you will be natified of the reason.

Presenting Your Case. If ahearingis granted to your appeal, you may explain your disagreement or have
someone else, like arelative or friend, explain your disagreement for you. If you wish, you may be represented
by an attorney, but the Department cannot pay the attorney. Y our worker has information about legal services
based on ability to pay that may be available to you. You may also phone Legal Services Corporation of lowa at
1-800-532-1275. If you live in Polk County, phone Polk County Legal Aid at 243-1193.

POLICY ON NONDISCRIMINATION

This action was taken without regard to race, creed, color, sex, age, physical or mental disability, religion,
national origin, or political belief. If you have reason to believe that you may have been discriminated against
due to any of the reasons stated above, you may file a complaint with the lowa Department of Human Services
(DHS) by completing a Discrimination Complaint form. Any DHS office, institution, or the Office of Equal
Opyportunity can give you aform. You may also file acomplaint with the lowa Civil Rights Commission (if you
feel you were treated differently BECAUSE OF your race, creed, color, national origin, sex, religion or
disability); or the United States Department of Health and Human Services, Office for Civil Rights.

lowa Department of Human Services US Department of Health and Human Services
Office of Equal Opportunity Officefor Civil Rights Region VI

Hoover State Office Building 5th F 601 E 12th St Rm 248

Des Moines|A 50319-0114 Kansas City MO 64106

lowa Civil Rights Commission

Grimes State Office Bldg

211 E Maple St 2nd FI

Des Moines|A 50309-1858
470-0385 (Rev. 5/98)
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PROBLEMSWITH SUBMITTED CLAIMS

To inquire as to why a claim was denied or why a claim payment was not what you
expected, please complete form 470-3744, Provider Inquiry. Attach copies of the claim,
the Remittance Advice, and any supporting documentation you want to have considered,
such as additional medical records. Send these to:

Consultec, Attn: Provider Inquiry
PO Box 14422
Des Moines, lowa 50306-3422

To make an adjustment to a claim following receipt of the Remittance Advice, use form
470-0040, Credit/Adjustment Request. Use the Credit/Adjustment Request to notify the
fiscal agent to take an action against a paid claim, such as when:

¢ A paid claim amount needs to be changed, or
4 Money needs to be credited back, or
4 An entire remittance advice should be canceled.

Send this form to:

Consultec, Attn: Credits and Adjustments
PO Box 14422
Des Moines, lowa 50306-3422

Do not use this form when a claim has been denied. Denied claims must be resubmitted.
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Facsimile of Provider Inquiry, 470-3744

Y ou can obtain this form by printing or copying the sample in the manual or
contacting the fiscal agent. A facsimile of the form follows.

Facsimile of Credit/Adjustment Request, 470-0040

Y ou can obtain this form by printing or copying the sample in the manual or
contacting the fiscal agent. A facsimile of the form follows.
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PROVIDER INQUIRY

Attach supporting documentation. Check applicable boxes: (3 Claim copy 0 Remittance copy
(1 Other pertinent information for possible claim reprocessing.

1. 17-DIGIT TCN

2. NATURE OF INQUIRY

(Please do not write below this line)
FOR CONSULTEC RESPONSE

> <O —CO0Z-—

1. 17-DIGIT TCN

2. NATURE OF INQUIRY

(Please do not write below this line)
FOR CONSULTEC RESPONSE

W <OT-—-—COZ-—

Provider Signature/Date: MAIL TO: CONSULTEC Consultec Signature/Date:
P. 0. BOX 14422
DES MOINES IA 50306-3422

Provider  7-digit Medicaid Provider (FOR CONSULTEC USE ONLY)
Please ID# PR Inquiry Log #
Complete:

Telephone Received Date Stamp:

Name
Street
City, St
Zip

470-3744 (Rev. 4/00)
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CREDIT/ADJUSTMENT REQUEST

Do not use this form if your claim was denied. Resubmit denied claims.

SECTION A: Check the most appropriate action and complete steps for that request.

[ CLAIM ADJUSTMENT

¢ Attach a complete copy of claim.
(If electronic, use next step.)

¢ Attach a copy of the Remittance
Advice with corrections in red ink.

1 cLAM CREDIT

4 Attach a copy of
the Remittance
Advice.

¢ Complete Sections

] CANCELLATION OF ENTIRE
REMITTANCE ADVICE

+ Use only if all claims on Remittance Advice
are incorrect. This option is rarely used.

+ Attach the check and Remittance Advice.

¢+ Complete Sections B and C. BandC. ¢ Skip Section B. Complete Section C.
SECTION B:
1. 17-digit

TCN

2. Pay-to Provider #:

4. 8-character lowa Medicaid Recipient ID:
(e.g., 1234567A)

3. Provider Name and Address:

5. Reason for Adjustment or Credit Request:

Provider/Representative Signature:

SECTION C:
Date:

CONSULTEC USE ONLY: REMARKS/STATUS

Return All Requests To:

Consultec
PO Box 14422

Des Moines, IA 50306-3422

470-0040 (Rev. 4/00)



March 15, 1996

For Human Services Use Only

General Letter No. 8-A-AP(l1)-581

Subject: Employees’ Manual, Title VIII, Chapter A, Appendix, Part Two

AMBULANCE SERVICES MANUAL TRANSMITTAL NO. 96-1

Subject: Ambulance Services Manuallable of Contents, page 4, revised; Chapter E,
Coverage and Limitationpages 1 through 6, revised; and page 7, new.

Chapter E transmits revisions reflecting updated format, limitations on paramedic services, and
updated procedure codes and service descriptions for billing for ambulance transportation.

Date Effective
March 1, 1996

Material Superseded

Remove from the Ambulance Services Manual, Table of Contents, pages 4 and 5, dated March 1,
1994, and Chapter E, pages 1 through 6, dated April 1, 1991.

Additional Information

If any portion of this manual is not clear, please direct your inquiries to UNISYS, fiscal agent for
the Department of Human Services.

DEPARTMENT OF HUMAN SERVICES
Charles M. Palmer, Director

Donald W. Herman, Administrator
DIVISION OF MEDICAL SERVICES
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AMBULANCE SERVICES MANUAL TRANSMITTAL NO. 98-1
ISSUED BY: Division of Medical Services, lowa Department of Human Services

SUBJECT: Ambulance Services Manuallable of Contents (page 4), revised; Chapter F,
Billing and Paymentpages 1 through 19, revised; and page 20, new.

Chapter F is revised to update billing and payment instructions.
Date Effective

Upon receipt.

Material Superseded

Remove the following pages from tAenbulance Services Manuahnd destroy them:

Page Date
Contents (page 4) March 1, 1996
Chapter F
1,2 March 1, 1994
3,4 2/93
5-11 March 1, 1994
12 Undated
13-15 09/30/79
16-18 March 1, 1994
19 3/94

Additional Information

If any portion of this manual is not clear, please direct your inquiries to Consultec, fiscal agent
for the Department of Human Services.
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AMBULANCE SERVICESMANUAL TRANSMITTAL NO. 00-1
ISSUED BY: Division of Medical Services, lowa Department of Human Services

SUBJECT: Ambulance Services Manual, Table of Contents (page 4), revised; Chapter E,
Coverage and Limitations, pages 1 through 7, revised; and pages 8 and 9, new;
Chapter F, Billing and Payment, pages 1 and 2, revised, and page 2a, new.

Chapter E is updated to:

¢ Explain the basic and advanced life support services.

¢ Expand the definition of medical necessity.

¢ Break out medical necessity for emergency and nonemergency medical transportation.

.

Stress the importance for the ambulance provider to provide adequate documentation on
claimsin order to receive payment.

Remove form M A-3003-6, Authorization for Medical Assistance, as this form is obsolete.

<*

¢ Update the procedure codes to conform to HCPCS coding.

¢ List modification codes for ambulance providers.

The changes from current codes to new codes are listed below:

New Code Current Code New Code Current Code
A0360 A0010 A0398 A0215
A0362 A0010 A0420 A0060
A0364 A0220 A0424 Y0012
A0366 A0220 A0422 A0070
A0368 A0220 A0380 A0020
A0370 A0220 A0390 A0020
A0382 A0215

Chapter Fisrevised to add alist of diagnosis codes for which the fiscal agent accepts electronic
ambulance billing.

Date Effective

February 1, 2000



Material Superseded

Remove the following pages from the Ambulance Services Manual, and destroy them:

Page Date
Contents (page 4) May 1, 1998
Chapter E

1-7 March 1, 1996
Chapter F

1,2 May 1, 1998

Additional Infor mation

If any portion of this manual is not clear, please direct your inquiries to Consultec, fiscal agent
for the Department of Human Services.
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AMBULANCE SERVICESMANUAL TRANSMITTAL NO. 01-1
ISSUED BY: Division of Medical Services, lowa Department of Human Services

SUBJECT: AMBULANCE SERVICES MANUAL, Table of Contents (page 4), revised,
Chapter E, Coverage and Limitations, pages 8 and 9, revised; and Chapter F,
Billing and Payment, pages 21 through 25, new.

Chapter E is updated to reflect reorganization and renumbering of ambulance service codes:

¢ Codesfor advanced life support with and without specialized services have been combined.

¢ Separate codes are identified for ground mileage, fixed-wing air transport mileage, and
rotary-wing air transport mileage.

The changes from current codes to new codes are listed below:

Current Code New Code Current Code New Code
A0030 A0430 A0368 A0427
A0040 A0431 A0370 A0427
A0360 A0428 A0380 A0425
A0362 A0429 A0390 A0425
A0364 A0428 W0109 A0435 or
A0366 A0426 A0436

Chapter F isrevised to update billing and payment instructions by providing for an inquiry
process for denied claims or if claim payment was not in the amount expected. Two forms are
added: 470-3744, Provider Inquiry; and 470-0040, Credit/Adjustment Request.

Complete the Provider Inquiry if you wish to inquire about a denied claim or if claim payment
was not as expected. Complete the Credit/Adjustment Request to notify Consultec that: apaid
claim amount needs to be changed; or funds need to be credited back; or an entire Remittance
Advice should be canceled.

Date Effective

January 1, 2001



Material Superseded

Remove from the AMBULANCE SERVICES MANUAL, Table of Contents, page 4, and
Chapter E, pages 8 and 9, all dated January 1, 2000, and destroy them.

Additional Information

If any portion of this manual is not clear, please direct your inquiries to Consultec, fiscal agent
for the Department of Human Services.
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